(2) Dermatitis Artefacta.
A young married woman showed, confined to her left arm, a patterned, crusted, discoid eruption, the appearance of which leaves no doubt as to the diagnosis. She denies any knowledge of having herself produced the lesions. I would be interested to know how other members of the Section treat such cases.
Dr. F. PARKES WEBER: Many years ago I showed at the Section the case of a woman who had an obvious dermatitis artefacta on the front of the abdomen (Proc. R. Soc. Med., Sect. Derm., 1911, 4, 43 and 1912, 5, 87) . I had seen a good deal of her previously. In 1896 and 1897 she had vomited scybalous fragments and enemata containing oil or methylene-blue (F. P. Weber, Brain, 1904, 27, 170) . She had had four exploratory laparotomies, the last one by Sir Frederick Treves (Trans. med. Soc. Lond., 1898, 2I, 224) who found nothing abnormal, excepting adhesions left by previous operations. In 1912 I published a complete account of her case in the International Clinics, 22nd series, vol. i, pp. 125-138. Such patients are obviously much to be pitied, though they can live a useful life between their periods of peculiar mental disturbance.
(3) Erythema Gyratum Perstans (Colcott Fox).
Girl, aged 22, in whom the eruption first appeared when she was only a week old, while her mother was suffering from puerperal fever. The lesions have continued ever since. They occasionally get worse and then better, but she has rarely been free of them for more than a few days. The only occasion when she was completely free for any length of time was after an exacerbation following tonsillectomy. We owe the original description of this condition to Colcott Fox who described it as "erythema gyratum perstans" (Internat. Atlas Rare Skin Diseases, 1891, xvi).
She shows on the trunk and thighs an extremely bizarre, figurate eruption. This consists of areas of very slight central pigmentation with a desquamating margin, bordered by a flat or slightly raised arcuate erythema. A few areas show flaccid vesiculation as a precursor of the desquamation. When I saw the patient for the first time yesterday, her tongue showed three small shallow "geographical" lacunae which seem to have disappeared entirely to-day. When, however, I asked her to put out her tongue to its furthest limit, two such small areas were observed on the lateral surface. Is there any possible link between these relatively common gyrate migrating lesions on the tongue and this rare eruption?
Discussion.-Dr. ISAAC MUENDE said that Lipschutz's erythema chronicum migrans was always associated with one or two large lesions on the limbs only, whereas Darier's erythema annulare centrifugum occurred on the trunk only and the lesions were small and numerous.
Dr. H. W. BARBER: I think Darier's term-erythema annulare centrifugum-is the best for this condition. In most cases, at any rate, the eruption appears to be a manifestation of chronic infection with, and sensitization to, a streptococcuLs. The most remarkable case I have seen was a man on leave from the East in whom the usual circinate lesions were present on the trunk and limbs, but on the occipital region of the scalp were large indurated plaques, so massive as to be visible from a distance. The eruption responded rapidly to sulphanilamide but relapsed when this was discontinued. He was found to have a chronic sinus infection with an empyema of one antrum. He was successfully operated upon by Mr. Zamora and after a further course of sulphanilamide the eruption cleared up completely and he had no relapse. One significant point in Dr. Klaber's case is that the lesions first appeared when the patient was only one week old, and that the mother had puerperal septicEmia. There is a five years' history of appearance of congested nodules in the dermis, showing brown on diascopy, on the face, extensor aspect of upper arm, and anterior aspect of left thigh. There is a lesion occurring as a plaque on the right upper eyelid, and telangiectasia accompanies the lesions. The temperature is slightly raised as in another case which I observed.
There is marked adenopathy, and the right epitrochlear gland is unusually enlarged. Contrasting with this, the spleen is not at all enlarged by the usual criteria. Lungs: Referable to a severe attack of influenza and rheumatism three years ago, the skiagram of the chest shows increased hilar markings on the right side, where harsh breath sounds are heard.
Bones: One of the left metacarpals and one of the subterminal phalanges show an early stage of sarcoidal osteitis, or cystic tuberculous osteitis.
Blood: Anaemia; hb. 75%; leucocytes 7,800: Differential monocytes 8%. 13.10.42: Mantoux reaction, Koch's Old Tuberculin, 1:1,000, positive.
The histology of the lesion shows a typical sarcoid of Boeck infiltration with epithelioid cells, surrounded by a few lymphocytes, and containing an occasional giant cell. There is slight necrosis within the collections of epithelioid cells.
Treatment.-She has been treated previously with injections of bismostab without improvement, and has, since coming under my care, been treated with sanocrysin, or rather novacrysin. It is too early to say whether improvement has occurred. An interesting feature of this case is the family history of tuberculous infection occurring in two brothers, one of whom died. The delayed positive Mantoux reaction is supposed to indicate the transition to active tuberculosis occasionally seen in these cases. I am treating her with gold injections, and hope to show later that this transition can be averted. (Dr Allen, on the request of Dr. Parkes Weber, demonstrated the skiagrams of the patient's hands and indicated the appearances.) typical for sarcoidosis. Mrs. M. M., housewife, aged 34 years. For the past seven years the skin on the backs of the fingers has been swollen, atrophic, and telangiectatic. The swellings, which are spindle-shaped, feel spongy. On the scalp there are two small oval atrophic areas, about one centimetre in the long diameter, which are depressed, erythematous, and form scales. The patient states that there have been small, oval scars on the calves of the legs.
Before coming under observation she had had about six exposures of ultra-violet rays to the backs of the fingers, but does not remember any redness following. The skin had its present appearance before the treatment. The general health is good; the W.R. is negative, ancf the Mantoux also. She has been taking nicotinic acid, 50 mg., t.d.s., and has had a course of bismuth injections. She thinks there is a slight, but definite lessening of the condition. Persistent Intertrigo. ? Diagnosis.-ALICE CARLETON, M.B. J. P., a female child, aged 5 months. Clinical history.-Normal birth in May 1942. The mother had pulmonary tuberculosis, and was in a sanatorium for three months during the pregnancy. She is now apparently well. The father and elder child, aged 3, are both healthy.
Birth-weight 6'4 lb. Breast fed. At the age of one week the child developed a discharge from both eyes, for which she was treated at the Oxford Eye Hospital. This was folRowed at the age of 5 weeks by an otitis externa, first in the left ear, and three days later in the right. Very soon afterwards, the natal cleft and vulva became affected, followed by the anterior right axillary fold, and at 19 weeks, the groove between the lower lip and chin. Present condition.-The affected areas show a background of bright erythema associated in some places with slight cedema. In the centre of the patch, thick, sodden, white, desquamating epidermis is seen, looking like whitewash roughly applied. Behind the ears, outside the sodden area, the skin is thin and glazed, and the follicles show as whitish pin-points. In the genital region, the insides of the labia majora, and both sides of the labia minora are covered with sodden epithelium and the perianal region is similarly affected. If not constantlv cleansed, the areas become very foul smelling. The small patch on the chin, which is of recent development, is brownish rather than white.
Investigations.-/, haemolytic streptococci, Staphylococcus aureus, B. coli and Pseudomonas aeruiginosa have been cultivated on different occasions, but no one organism has been constantly found. Wassermann reaction negative. Tuberculin patch test negative on two occasions. Faeces: No parasites, ova or cysts found. Blood-count: No significant abnormality.
Biopsy from skin of buttock: Dr. Robb-Smith reported "sections show hyperkeratosis with an excessive quantity of keratin in the mouths of the hair follicles. There is a moderate degree of hypertrophy of the epidermis, with some thickening of the rete pegs. In one or two places, there is a slight amount of acute inflammatory infiltration of the epidermis and that part of the dermis immediately underlying. Elsewhere, there is a very slight, chronic inflammatory, chiefly perivascular infiltration of the superficial layers of the dermis. In one place, small oedematous bullae may be seen. There are no specific features in the lesion and it resembles an intertrigo with hyperkeratosis and follicular keratosis." Dr. Freudenthal who saw a slide said it was like the picture in the quiescent stage of a chronic oedema.
Treatment.-The following lines of treatment have been tried without success and have been accompanied by a slow spread especiallv to areas of skin contact: Crystal violet and brilliant green, 0.75%. Penicillin, locafly. ,5% sulphanilamide ointment. X-rays, 150 r with a 1 mm. aluminium filter on two occasions. Sulphapyridine per os. Haliverol, per os and also cod-liver oil locally. The general condition is good, and the child is gaining weight, though at first she failed to do so. She has been bottle fed since the age of 16 weeks, and now weighs 9%2 lb.
Discussion.-The PRESIDENT: Can diphtheria of the skin continue for as long as this ? Dr. J. D. ROLLESTON: It might do so. Diphtheria like syphilis is a good imitator and its lesions may remain unrecognized for a long time.
Dr. H. S. STANNUS: A deep diphtheritic infection of the skin is seen in tropical countries accompanied by ulceration. In this case the distribution of lesions about the vulva, the perianal region, and around the eyes, is very like that due to riboflavin deficiency.
In the present case it might be worth while giving riboflavin on the supposition that there was an infective condition superimposed on an ariboflavinosis.
POSTSCRIPT.-Monilia and the Klebs-Loeffler bacillus were repeatedly looked for, without result.
